We present a 36-year-old man with a severe pes equinus deformity of the ankle and an intractable ulcer over the Achilles tendon after a 4th-degree burn. He underwent a one-stage reconstructive surgical procedure using an anteromedial thigh flap with its vascularised fascia. After lengthening of the Achilles tendon and posterior release of the ankle, the anteromedial thigh fasciocutaneous flap was transferred. The ischaemic Achilles tendon was wrapped with the vascularised femoral fascia for vascularisation and reinforcement. The skin defect was covered with the skin paddle of the combined flap. There were no postoperative complications. At the 3-year follow up, the range of movement of the ankle was almost normal. The patient was able to walk and climb stairs without support, and the ulcer was cured.
CASE REPORT
In April 2003, a 36-year-old man presented with a severe pes equinus ankle deformity and an intractable ulcer over the Achilles tendon ( Fig. 1 ) after a 4th-degree burn 3 years earlier. He had undergone several skin grafting procedures in another hospital. His ankle dorsiflexion was limited to -30º.
A one-stage reconstructive surgical procedure was planned using a vascularised iliotibial band and a free anterolateral thigh flap. It aimed to achieve (1) correction of the pes equinus deformity, lengthening of the Achilles tendon, and posterior ankle release; (2) reconstruction of the degenerated Achilles tendon; and (3) skin flap coverage. Intra-operatively, the Achilles tendon was found to be dull, thin, degenerated, and poorly vascularised ( Fig. 2 ). After debridement of the granulation tissue, the Achilles tendon was lengthened in a Z fashion. The pes equinus deformity was corrected after posterior release of the ankle joint. Upon elevation of the flap, the lateral descending branch of the lateral circumflex femoral artery was found to have no reliable perforators to the skin. The flap was changed to an anteromedial thigh flap. On flap elevation, the thigh fascia was harvested with twice the width of the skin paddle, preserving the suprafascial vascular network (Fig. 3 ). The vascularised femoral fascia was wrapped 1.5 times around the lengthened Achilles tendon to reinforce it. The skin defect was covered with the skin paddle of the combined flap. A short segment of the medial descending branch of the lateral circumflex femoral artery, from which the fasciocutaneous perforator diverged, was harvested as the T-portion. The Tportion of the nutrient artery was interposed into the posterior tibial artery and the vascular supply to the foot was maintained ( Fig. 4 ).
There were no postoperative complications. At the 3-year follow up, the range of movement of the ankle was almost normal. The patient was able to walk and climb stairs without support, and his ulcer had healed ( Fig. 5 ). 
Figure 2
The Achilles tendon appears dull, thin, degenerated, and poorly vascularised.
DISCUSSION
Most burn patients require excision of the burned skin and skin grafting alone. 35.5% require surgical treatment but only 1.5% undergo free flap transfer. 1 Acute deep burn injuries with vital structures exposed and delayed reconstructions for contracted scars are indications for free tissue transfer. 2 Anterolateral and anteromedial thigh flaps were first used for reconstructions in 1984. 3 Since then, the anterolateral thigh flap has been widely used to reconstruct various defects, including those in the head and neck region, abdominal wall, and extremities. It has also been used to reconstruct the Achilles tendon. [4] [5] [6] It has a long vascular pedicle and is relatively large. It can be harvested as a combined flap with the vascularised femoral fascia, iliotibial band, iliac bone, muscle, etc. Although its dissection is tedious and there are vascular variations in the lateral circumflex femoral artery system, its benefits usually outweigh the disadvantages. 7 In cases where the lateral descending branch of the lateral circumflex femoral artery has no reliable perforators to the skin, the medial descending branch should be sought and the anteromedial thigh flap should be used. 8, 9 In our case, the medial thigh fascia appeared to lack strength, so the reconstruction was changed from onlay grafting to wrapping the lengthened Achilles tendon to provide at least 3 layers of femoral fascia, thus strengthening the reconstruction. This enabled a one-stage operation, provided a good vascular supply to the region around the ischaemic Achilles tendon and good skin coverage using the skin paddle. The anteromedial thigh flap with its thin fascia and skin paddle is recommended when the tough iliotibial band with the anterolateral thigh flap cannot be harvested. The thinness of the medial femoral fascia with a free vascularised medial thigh flap can be overcome by wrapping the Achilles tendon. Figure 5 At the 3-year follow-up, the range of movement of the ankle is almost normal. The patient is able to walk without support, and the ulcer has healed.
